Breast conserving surgery for breast cancer has led to an increased interest in reconstruction following mastectomy. The transverse rectus abdominis myocutaneous flap has been proven to give good results in terms of restoration of body symmetry with near normal contour and consistency. Furthermore, immediate reconstruction has the advantage of a single procedure with less psychological morbidity, and reduction in hospital stay and overall complication rate. The aim of this study was to review our experience with the transverse rectus abdominis myocutaneous flap procedure an initial series of45 patients. The overall complication rate of27 % is similar to that reported in the literature, with no total flap loss and nine patients with partial flap loss. There was no delay in commencement of adjuvant chemotherapy or radiotherapy and we believe our ability to detect local recurrence has not been compromised. We consider that immediate breast reconstruction is now an integral part of the surgical treatment of breast cancer.
INTRODUCTION
The change in emphasis in breast cancer surgery towards breast conservation has, paradoxically, produced a greater awareness of the needs and benefits of breast reconstruction following mastectomy. So much so, that the concept, and provision (if required), of breast reconstruction following mastectomy is now an established component of breast cancer management.' The goals of reconstruction are both functional and aesthetic, aiming to restore body symmetry and to achieve as near normal breast contour and consistency as possible. This should be achieved without compromising immediate or subsequent treatment of cancer. Reconstruction may be performed at the time of the initial surgery for cancer (immediate) or at a later date (delayed). Immediate reconstruction has advantages over delayed reconstruction.2'3'4 These include a lower incidence of postoperative psychological morbidity with less disruptions of body image,5' 67 and the avoidance of a secondary procedure with reduction in total hospitalisation and overall complication rate. This can be achieved without compromise of the aesthetic result or subsequent adjuvant therapy for the treatment of the cancer.8'9 Many reconstructive procedures using autologous tissue, prosthetic materials or a combination of both, have been described. 10 11,12 However, whilst it is a major procedure, the transverse rectus abdominis myocutaneous (TRAM) flap is now recognised as the "gold standard" reconstructive procedure. Many large series from specialty units have demonstrated the efficacy and relative safety of the TRAM flap."3 14' 15 The purpose of this study was to assess our experience with the TRAM procedure in a specialist Breast Unit and to compare our results with those of the major published series.
MATERIALS AND METHODS
The case notes of patients who had undergone the TRAM procedure between December 1993 and May 1998 were reviewed. In addition to demographic data, details of the operative procedure and post operative follow up were recorded. Complications were categorised as (1) general, (2) Following dissection of the skin island down to the fascia of the anterior abdominal wall, the lateral parts ofthe flap are dissected free extending medially to the borders of the rectus abdominis muscles. The entire width of the rectus abdominis muscle which is to carry the flap (usually the contralateral muscle) is dissected from its fascial sheath. The inferior epigastric vessels are divided at their origin and protected to allow for supercharging-of the pedicle if required. The abdominal skin with the subcutaneous fat above the flap is dissected from the abdominal wall fascia and mobilised at least to the inferior costal margin. An appropriately sized, oblique, subcutaneous tunnel is created between the mobilised abdominal skin and the mastectomy wound. If necessary the lateral ends of the skin and fat islands are excised and discarded as dictated by the segmental vascular division of the flap. The flap pedicle, with the rectus abdominis muscle still attached to its origin, is then delivered into the mastectomy wound defect via the fascial tunnel, to lie in the transverse plane. The in-situ flap is now shaped, sized and contoured on the chest wall, the aim being to match the other breast, build the axillary fold, infraclavicular groove, and the inferior bulk of the breast. This is achieved by trimming and sculpting of fat in combination with de-epithelisation. The rectus fascia is approximated with interrupted non-absorbable sutures and if required a polypropylene mesh is used to realign the abdominal wall and reduce tension. The umbilicus is reimplanted, the wounds are drained and closed in two layers. Following surgery patients are nursed semi-recumbent with their knees flexed but are mobilised on the fourth post-operative day. These results are similar to other published series (Table III) . 
